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E-MAIL: \@k(\ hc‘no».é\ @)L}mmk Lovany... How did you know about us: ...l.kx@ﬁmﬁhﬂmﬁ..
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S oal L gma al pal gl 58 o1 Ay gnada B
Epilepsy, or any other neurological disease A/ o
Thyroid Diseases, Diabetes A/
¥4 5l said) ial pal ) (5 Saal) im ya g e o O

Other conditions Tl Ul jal (51 e a3 Ja ﬂ/ )
LIOV/ LINZ Ada 1 NN RPN A



Medical Consent Form

| heraby consent and authorize the doctor to treat my medical
condition which has been explained to me by the qualified physician

| understand that In order to provide me with the most efficient and
enhanced service, dlagnostic and other procedures may be deemed
nacessary.

I understand that my treating doctor may discover other or different
condltlons, which may require additional or different procedures than
those plannad.

| authorize my treating dootor to perform any procedures which are
advisable In their professional judgment.

| understand that no warranty or guarantee has baen made to me as
a result or cure just as there may be risks and hazards in continuing
my present condition without treatment.

| understand that there are also risks and hazerds to the performance
of the dlagnostic and/or surglcal procedures.
| reallze that common surgloal or dlagnostic procedures are potential
for an infectlon, swelling, bleeding. paln or allergle reaction.

| underatand that thers are minimal feea to be pald per service and
that all fees must be pald In full before the completion of treatment.

| consent that all medical history and Informatlon | provided in my

medical flle la true and | understand that any iInformation | provide
regarding my medical status will be kept confldential and anonymoue.
| beliave that | have suffiolent Information to give this consent. | ceriify

that thie form has been fully explainad to me and that | have read It
and | underatand its' content and [ sign [t with all my will.

[ am fully aware that any payments is NON refundable
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Date:sy/ %/ 2o 1o

-~

el LBl gigad

5 omiiall dall B G o) Ly 15 sl Dyl e 230 candlall 2l 31
lwl

Gy Jal 5 Uy 580 3 Gilea¥ | Laaus il Luladl SlaY | sy ) agdii
Jead | skl g ¥ 3l

andll i S5 L e Gla sl gl Poha canall ChBiSs 5 (Sl (e 401 pgiid
RPN RER TP I VENSR [P WL USY JRCA DY) B | N e O P

pns Taglhaall g Lusstl clastall g Gl Sl S 513G gllaall el g
Al y il G

daleaaill ol Ladall Shilpad) 5 Slasiall 23004 fuals gl SULed ) auall 24 ol L1 1
ks g3l JUSil pie o Lalitll Sliebball 5 U pplil LS ) Lasiall
sl
Slebally Sluagaill Lalias 5385 8 o3l slialadl 5 HUady! GE LLS apkii
g g sl
wilbe e, o) S ad a il Gl g cans S Db e il
Lonaloaand! b WY1 gh o il gl sl g Ll IS

a1 st sl b Lds ple iy 53091 sl ey s 1 gl
3l o oLy i JaSI 300 5 s ot pgaal

,.MMMJJM;;.H‘#UIf__._,UlJi_a_.hll.:.h,lnﬂdlsa'l Al
O34 Ll 30N 280 N Lol e i dmall il e Silapas ! ) il
e

38l et 3 2 gl a1 g LAY 1 Dk gyl LS ilglaalt gl 51 30
gl Sl e cady ol 3 JalSIL dialil gas Saagd g 1 4B il

Mapath AU p 4 5l legia ol b 4lys e bl

Mg @l el g3 08 Sal) V1 s / bl i



Vital 8igne iy guanll &l puli Bk
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8/30/2020 ClinicSoft - Receipt Voucher

arh a1 <ql <)o
ORCHID MEDICAL CENTER

No: REC-011175
AED 630.00 RECEIPT VOUCHER

Date: 30-08-2020
Receive from Mr./Mrs./M/s. 1005620 - LORINE ALASAAD - 971526085991
The sum of Dhs. Six Hundred Thirty Only

By Cash 630.00 / By Credit Card 0.00 (Bank Charges: 0.00) / By Cheque 0.00 / By Bank Transfer 0.00 /
By Allocated 0.00

Bank: Cheque No. Date:
Being ADVANCE FOR BOTOX OFFER 630 W/VAT

Made by Rana

1.Any Advance refund will be accepted within 48 hours for 25% of deduction from the total amount.
2 Treatment includes lab cost is non-refundable.
3.After 48 hours No refundable accepted

Tel:+ 9716 5558337, Fax:+ 9716 528 8130, e - mail: info@omcl.ae
www.omcl.ae

orchidsvr-pc/orchid2/receipts_advances.aspx 1/
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Filler Injection Log

Date Elller Type
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Botox Injection Log
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9/5/2020 ClinicSoft - Receipt Voucher

e oy <iglj <; o
ORCHID MEDICAL CENTER

AED 630.00 RECEIPT VOUCHER (No.REC-011335) Date:05-09-2020
Receive from Mr./Mrs./M/s. 1005620 - LORINE ALASAAD - 971526085991

The sum of Dhs. Six Hundred Thirty Dirhams and Zero Fils Only

By Cash 0.00 / By Credit Card 0.00 / By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated 630.00

Bank: Cheque No. Date: 05-09-2020

Being BOTOX + VAT

Made by Reem

1.Any Advance refund will be accepted within 48 hours for 25% of deduction from the total amount.

2Treatment includes lab cost is non-refundable.

3.After 48 hours No refundable accepted

Confirmed by : 1005620 - LORINE ALASAAD - 971526085991

Tel:+ 9716 5558337, Fax: + 9716 528 8130, e - mail: info@omcl.ae
www.omcl.ae

orchidsvr-pc/orchid2/receipt_view2.aspx?rec_code=REC-011335



